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Abstract 
Objective: This qualitative study explores factors relating to smoking cessation 
among women who quit smoking during pregnancy, and their decisions to remain 
smoke-free or relapse during pregnancy and after delivery. 
Methods: Eligible women enrolled who were attending family medicine or 
obstetric/gynecology clinics in Central North Carolina between February 2001 T--
and May 2003, had quit smoking (cotinine verified) before thirty weeks gestation, 
and agreed to a face-to-face interview assessment 4 months postpartum. This 
reports documents interviews with the first 57 women (24 smoke-free, 33 relapse) 
who completed the study. 
Results: While similar themes explained the cessation process for women who 
relapsed and those remaining smoke-free, different factors explained relapse and 
relapse prevention. Fetal health was the motivating factor for cessation before 
and during pregnancy. Stress, socializing with smokers, cravings, weight gain 
and return to work postpartum tempted both groups to smoke. The smoke-free 
group overcame temptations through strong social/spousal support, growing self-
confidence, and internalized beliefs in improved maternal and infant health. The 
relapse group lacked this level of social support and perception of maternal health 
benefits. Both groups established rules to limit infant exposure to second-hand 
smoke. 
Conclusion: Recommendations for relapse prevention include clinically 
emphasizing maternal and infant health, advice on resisting smoking temptations, 
increasing the incentive to remain quit, providing stress relief alternatives, 
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providing support services, and reducing access to cigarettes. Community 
interventions targeting pregnant women and postpartum mothers who have quit 
smoking should compensate for varying levels of support, incorporate family, 
friends and spouses, and connect women with other ex-smokers. 
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Introduction 
Smoking continues to be one of the most modifiable causes of diseases in 
the United States. Since 1980, approximately 3 million U.S. women have died 
prematurely from smoking-related neoplastic, cardiovascular, respiratory, and 
pediatric diseases, as well as cigarette-caused bums. 1 Smoking during pregnancy 
accounts for 20% of deliveries of infants with low birth weights, 8% of preterm 
births, and 5% of all perinatal deaths. 1 
Pregnancy provides a window of opporttmity to help women quit and 
remain quit. A higher percentage (as high as 48%) of women quit smoking 
during pregnancy, either spontaneously or with an intervention, than at other 
times in their lives2 · 3 Pregnant women are usually very young, and the relative I benefits of smoking cessation are greater when women stop smoking at a younger 
age4 Finally, young children and other household members benefit from reduced 
exposure to second-hand smoke5 
Unfortunately, about 50% of women who quit smoking during pregnancy 
relapse after 6 months and almost 70% at one year postpartum. 1' &-s Past research 
has elucidated many reasons why pregnant women should quit smoking and have 
developed effective smoking cessation strategies9 However, fewer studies 
examine causes of postpartum relapse or incorporate smoking relapse 
prevention. 10 Postpartum interventions, including printed health information via 
mail, physician advice, self-help booklets, newsletters, telephone counseling 
and/or referrals to smoking cessation counseling, have at most delayed return to 
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smoking but have not significantly reduced relapse at one year postpartum and 
9-17 beyond. 
This qualitative study explores why the great majority of pregnant women 
who quit smoking during pregnancy relapse within the first few months after 
delivery; factors contributing to a woman's decision to quit smoking during 
pregnancy and factors contributing to a woman's decision to either remain smoke-
free or relapse after delivery. Suggestions for program interventions, based on 
current research and study findings, will also be presented to help women quit 
during pregnancy and avoid relapse postpartum. 
Methods: 
This qualitative study is part of a larger funded study following pregnant 
women who quit smoking to determine factors that might explain relapse and 
relapse prevention post-natally. 
Sample 
The target population included women who attended one of the clinics at 
the UNC Departments of Family Medicine and Obstetrics and Gynecology, 
Chatham Primary Care, the Orange County Health Department, the Wake Health 
Department Prenatal, Nash County Health Department clinics in Rocky Mount 
and Nashville, and the Women's Clinic in Lexington between Febmary 2001 and 
May 2003. To be eligible for the project, women had to identify themselves as 
either white or African-American, be no greater than thirty weeks estimated 
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gestation age, at least 18 years of age, have quit smoking because of their current 
pregnancy, and test negative on a cotinine measurement. 
Procedure 
Clinic directors, prenatal coordinators, and social workers worked with the 
research team to identify eligible women for the study. At one clinic, clinic staff 
administered the consent, Initial Assessment (IA) and urine cotinine test (IUC). 
In some clinics a designated nurse or social worker described the study to eligible 
women and got their consent to participate. Consent forms were then passed on 
to the research assistant (RA), who followed up at the women's next clinic visit to 
give the Initial Assessment Survey and do the IUC. In other clinics, the RA did I chart audits, found out appointment times and met the women to describe the 
study and ascertain interest in participation. 
Study participants who tested negative for cotinine were enrolled. The RA 
contacted the women approximately one week following the birth of the baby to 
give the short After Delivery Assessment (ADA) by phone. At three months post 
delivery, participants were called again and given a Postpartum Assessment 
(PP A). At four months postpartum, a face-to- face interview was recorded, 
another IUC was given, and the participants received a $45 gift certificate for 
participation. The IA, ADA and PP A forms collected quantitative data regarding 
demographics, smoking behavior and factors leading to abstinence or relapse; 
these data are the subject of a future report. 
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Interview guide 
The Final Interview (FI) provided the qualitative data analyzed in this 
paper. Smoke-free and relapse questionnaires, with 14 and 18 questions 
respectively, were developed using domains taken from the literature. Domains 
centered on quitting, expectations, potential relapse, incentive/barriers, 
anticipatory guidance, pregnancy/postpartum and social support. Responses were 
tape-recorded and written down verbatim by trained interviewers at the time of 
the interview. Tape recordings were used to randomly verify data for accuracy 
and completeness. 
Qualitative data were entered into the EZText software program, available 
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free from the Centers of Disease Control and Prevention (see 
http://www.cdc.gov/hiv/software/ez-text.htm), Version 3.06C). As a qualitative 
program, EZText allows responses to questions to be entered either as a verbatim 
transcript or a summary generated from an interviewer's notes. Two databases, 
smoke-free and relapse, were created. 
The codebook was developed through an iterative process, with the 
smoke-free group analyzed first. A team of four investigators, who reviewed 5-10 
random questionnaires, developed nine codes, such as "health" and 
"environmental stress." During the first coding process, one primary analyst 
assigned each response all relevant codes. Three new codes emerged during the 
first coding process and were added after team consensus. The finalized smoke-
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free codebook consisted of 12 codes. All prior response coding was cleared and 
the finalized codebook was used to code all smoke-free data. 
The relapse group was analyzed second. After reviewing 5-l 0 random 
relapse questionnaires, the team agreed the smoke-free code book was appropriate. 
The first coding process yielded three additional codes, which were added after 
team discussion. Codes were then cleared, and the finalized 15-item relapse 
codebook was used to code all relapse responses. 
For each cohort, responses were subdivided by code and further analyzed 
for major themes by two investigators. Major themes with supporting quotes 
were extracted based on frequency and salience. Final themes were discussed and 
agreed upon by team consensus. 
Results: 
The sample consisted of24 smoke-free and 33 relapse participants. 
Overall, 49% (28) were African-American (AA), 65% (37) were primigravidas, 
and 56% (32) lived with their partner. Average age was 24 years old. None of 
the women in the study (both smoke-free and relapse) used pharmaceutical 
support to quit for this pregnancy. Six participants (3 smoke-free and 3 relapse) 
had unsuccessfully used support in the past (3-nicotine patches, 1- nicotine gum, 
!-nicotine inhaler and 1-not listed). 
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SMOKE-FREE GROUP: 
Three major themes emerged from analysis ofthe smoke-free group: 
• the impact of health on the decision to quit and remain quit; 
• situations that tempted mothers to relapse; and 
• how mothers were able to avoid smoking relapse. 
I. HEALTH 
Health played an instmmental role in the smoke-free group's decision to 
quit during pregnancy and remain quit postpartum. Three health sub-themes 
emerged: fetal, infant and maternal health. Women stopped smoking during 
pregnancy to prevent maternal complications and protect fetal health. After 
delivery, infant health and improved personal health provided a strong incentive 
to remain quit. 
To protect fetal health, in pregnancy was the primary reason women chose 
to quit smoking. Mothers wanted to have "healthy" babies and nurture their 
baby's growth and development in utero. 
"I mean, just the concern for the health of my baby helped me stay quit while I 
was having the baby ... no complications, nothing. .. ; I quit using salt, did 
eve~ything perfectly .... " (804) 
"Because of the birth of the baby, making sure she wasfidl term, knew there'd be 
side effects while she was inside ... mainly for her, and for my peace of mind, her 
growth and development .... " (640) 
The protection of the infant during the postpartum contributed to their 
decision to avoid relapse. These women were concerned about the effects on the 
infant from breastfeeding and the adverse health effects breathing second-hand 
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smoke posed to their infant. Fourteen (61 %) of the smoke-free group breastfed 
their infants. Breastfeeding mothers believed nicotine and other harmful 
chemicals could be transferred through the breastmilk to the infant. 
"I only breastfed 2 months; they can get everything through the milk;[!} didn't 
want her to have a mouthfitl of nicotine;[!] didn't want to affect the health of my 
baby." (640) 
In order to reduce second-hand smoke, all women set up rules such as no 
smoking in the house, smoking being limited to certain rooms in the house or no 
smoking around the baby. Second-hand smoke was perceived to lead to illnesses 
such as ear infections and asthma in exposed children. 
"Because I didn't want to have it around the baby or in my new house; second 
hand smoke." (640) 
"I just look at my son as being rewarding ... and he hasn't had any ear 
infections, knock on wood. I have been told that smoking causes ear infections. " 
(609) 
Although the motive behind remaining quit relied heavily on infant health, 
many women experienced better personal health, which served as positive 
reinforcement. They reported having more energy, being able to breathe better, 
and experiencing reduced illnesses. 
"If I smoke I can't nm cause I can't breath and I'll start getting the phlegm 
again. " (708) 
"Asthma is virtually non-existent; little wheezing. I haven't been sick once since 
my baby has been born. Not a cold, and we have plenty of colds come through my 
house. I can breathe and nm, I can exercise." (602) 
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II. TEMPTATIONS 
Stress, social events, cravings and concerns about weight gain were the 
greatest sources of temptations for the smoke-free group. 
Stress: Smoking was considered a stress reliever for many women. Being 
a new mother, finances, relationship conflicts, and familial quarrels contributed to 
the stresses felt by the smoke-free mothers, and thus a temptation to smoke again. 
"When my son [was} crying and I didn't know what's wrong with him." (105) 
"Just the new adjustment to being a new mom, stresses with being out of work 
and money being tight_" (704) 
Social: Social situations were sometimes difficult to negotiate for these 
smoke-free mothers. Events involving alcohol or other smokers were 
exceptionally tempting. 
"Social situations that involve alcohol. Family gatherings; my sister smokes, its 
really bad to be around her." (602) 
"Only thing that gets tempting is when you're at a bar drinking." (630) 
Cravings: Temptations for some smoke-free women appeared to have a 
habitual and addictive quality. Drinking alcohol, driving and immediately after 
eating were often associated with smoking a cigarette or having a "craving" for a 
cigarette_ 
"Just the actual addiction, I still feel very addicted to nicotine. I crave it." (628) 
"There's certain times where smokers have a hard time anyway, like after you 
eat." (601) 
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Weight Gain: Most women experienced increased appetites or substituted 
eating when experiencing cravings to smoke. Altered eating habits coupled with 
pregnancy-associated weight gain lead to weight concerns for many women. In 
these situations, cigarette smoking was often viewed as a tempting weight 
management method. 
"I keep eating. I bet I weigh more now than when I was nine months pregnant. 
So I don't know. I can't start smoking, but I can't keep up at this rate. " (704) 
"Once I made the decision to quit I substituted smoking with eating." (705) 
III. AVOIDING RELAPSE 
Smoke-free women were able to avoid relapse and overcome temptations 
by: consciously deciding to accept the benefits and avoid the harms of smoking 
when in tempting situations; relying on strong social support; and creating home 
environments where smoking would be difficult. Trying a cigarette or puff was 
not fatal to seven women's decision to avoid relapse. These women 
acknowledged their moment of weakness and stood by their decision to remain 
quit. 
Deciding to Accept the Benefits and Avoid the Harms of Smoking: 
Women reflected on the reasons why they chose to quit and remain quit during 
times of temptation. Improved health and saving money were some of the 
benefits of avoiding relapse. Feelings of failure and letting down family and 
friends also contributed to their decision to remain quit. As the benefit/risk ratio 
improved, it contributed to an improved ability to resist temptations, thus 
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increasing their self-confidence in being able to remain quit and their desire to 
avoid relapse. 
"I think-just her- is the biggest thing. To be a happy family we both have to be 
healthy "' (1 09) 
"Feeling like a failure if! don't. Feeling that various people would be very 
disappointed if I started back after staying quit so long; also, it's so high. so 
costly now.'" (624) 
"Once I finally made it over the hump it was pretty ridiculous to go back.'" (705) 
Social and Spousal Support: Many of the women had strong social 
support from their families and friends. Spousal support played a key role in 
many of the mothers' decision to avoid relapse. Many couples chose to quit 
together. Some spouses were non-smokers or ex-smokers who encouraged the 
woman to quit, were happy they quit and continued to provide the support they 
needed to remain quit. 
"Well, the majority of my family doesn't smoke, so I definitely got support, with 
my husband being number one. '" (704) 
"lv!y husband, because he stopped smoking also. So we said we were not going to 
smoke.'" (101) 
House Rules: House rules made smoking inconvenient. It not only 
protected infant health, but it also made it difficult for the mother to "escape" to 
smoke. 
"Jam always around my daughter, so there is not a time where I can say "okay, I 
want to go outside, I mean I want to smoke", because I don't want to smoke 
around my daughter or I don't want smoke around her." (I OJ) 
"I thought it would be too much trouble to try to smoke away from my child. It 
was just too much of a hassle."' (609) 
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Momentary Weakness Strengthens Desire to Avoid Relapse: Seven (30%) 
smoke-free mothers did try a puff or cigarette. Many reported bad experiences 
when trying a cigarette again (e.g. tasting like an ashtray, made me sick); others 
reevaluated and then reaffirmed their decision to remain quit. 
"I went to a wedding and had wine ... !just had to taste it[ cigarette} to make sure 
I still didn't like it. Tasted like an ashtray. Can't believe I ever enjoyed that. " 
(602) 
"I actually lit a cigarette. And I took about two or three puffs, and I wasjust like, 
"!just can't do this." (804) 
RELAPSE GROUP 
The relapse group also demonstrated three themes: 
• the importance of health in their decision to quit smoking; 
• reasons why they returned to smoking; and 
• recommendations for relapse prevention. 
I. HEALTH 
Like the smoke-free group, health was a compelling incentive for smoking 
cessation and a strong deterrent to smoking relapse even among those who 
eventually relapsed. While both study groups shared similar concerns about fetal 
development and health in utero, mothers who relapsed did not appreciate the 
same level of health risks or hassle associated with postpartum smoking. Ending 
the nutritional connection, either with delivery or breastfeeding termination, 
decreased their incentive to avoid relapse. The relapse group did not indicate 
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maternal health as relevant to their decisions in smoking cessation or relapse 
prevention. 
Fetal Health: Fetal health was important but dissipated after pregnancy: 
"So I could have a healthy baby .. .! wanted all his body parts, no asthma, no 
bronchitis. " (113) 
"After I had him, I knew I could smoke without harming the baby." (608) 
Infant Health: Postpartum, smoking away from the infant was not 
believed to present a significant risk to infant health. Because of this belief, many 
women set delivery of the fetus or breastfeeding termination as their personal end 
of smoking cessation. Most of the women who chose to breastfeed waited until 
they stopped breastfeeding to return to smoking; some mothers minimized 
potential health risks and relapsed even while breastfeeding. 
"No sooner than I had her and they released me from the hospital and I 'o/Vent 
straight downstairs [to smoke}." (612) 
"I became sick, six weeks after I had the baby and I couldn't breastfeed anymore 
so I figured why not smoke and drink and eat chocolate. " (120) 
"I don't believe I smoke enough that it goes through my breastmilk, and he 
doesn't really breastfeed that much anymore. " (71 0) 
Home mles (e.g. no smoking around the baby) reduced perceived second-
hand smoke exposure and sufficiently decreased concerns about infant health 
risks following delivery and breastfeeding termination. Unlike the smoke-free 
group, rules were not perceived as hindrances to smoking relapse. They were 
often seen as an opportunity to "get away" or take a break. 
"I've never smoked around her ... there's no secondhand smoke, I don't smell like 
smoke. " (120) 
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"Mom says, 'go outside, go outside andjust take a smoke break. '(626) 
II. REASONS TO RETURN TO SMOKING 
The most common reasons women chose to return to smoking were: 
stress relief, social outlets, satisfaction of cravings and weight management. 
Stress Relief: Smoking was often cited as "stress relief' and was the most 
common reason why women relapsed. Stresses included becoming a new mother, 
relationship problems and finances. 
"I felt like smoking helped relieve stress, and I had a lot of stress. Family issues, 
money issues, children and family issues. " (703) 
"lvfiserable, tired and frustrated, didn't know what to do, still sore from having 
the baby ... cigarettes became my best friend at one time; calmed me down." (802) 
Social Outlet: Because social interactions, including going to work, often 
involved other smokers, relapse mothers experienced increased temptations to 
smoke and greater access to cigarettes. Many mothers believed maintaining a 
smoke-free environment and limiting access to cigarettes could help reduce the 
temptation to smoke. However, most were unwilling to forego socializing with 
friends and family in order to achieve these goals. 
"Most of my friends smoke and I was just around it all the time. I ended up 
starting back." (701) 
"[was around it all the time. They were right there; I didn't have to go out and 
buy them or go out of my way. " (6 I I) 
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Some mothers did not know any ex-smokers, which made it difficult to 
find sympathetic support and a role model for success, especially during social 
situations involving smokers. 
"!don't know any ex-smokers." (701) 
Work provided socializing opportunities for many of the relapsing women. 
In contrast to being at home, women were less able to control exposure to people 
smoking while at work. Stress related to work also added to the temptation to 
smoke. Cigarette breaks were seen by many women as an opportunity to 
temporarily relieve stress and socialize with co-workers. 
"Before I went back to work I was not around smokers at all ... They could have 
not asked me to go to the stockroom to smoke with them. " ( 600) 
"I smoke, I don't know, J feel for the simple fact that J can control right now 
smoke at home, and when I get to work J can't control it ... lvfaybe if I didn't go to 
work. Jfl don't go to work, I don't smoke." (616) 
"At work you get cigarette breaks. Jf you want a break you take a cigarette 
break. " (626) 
Satisfaction of Cravings: Many relapsing women acknowledged the 
addictive quality of cigarettes and experienced intense "cravings" to smoke. 
"There were times 1 wanted to smoke so bad J would smoke a cigarette butt that 
was left in my ash tray ... They are really addictive." (703) 
"I would get that craving again. I know someone who was quit for two years and 
got that craving." (801) 
"When you get a craving you crave everything. And ifyou're a smoker you are 
definitely going to crave a cigarette." (616) 
18 
Weight Management: In order to prevent relapse, many women ate to 
avoid succumbing to their cravings to smoke. Increased food consumption often 
led to concerns about weight gain. Smoking eliminated the substitution of food 
for cigarettes phenomenon and was felt to also reduce appetite. 
"Sometimes I have a cigarette instead of eating. I've been concerned about losing 
weight ... when I'm thinking about having a snack and instead I have a cigarette. " 
(611) 
"Seems like I eat more, too, when I stop smoking cigarettes. I eat even more cause 
the cigarettes, they fight your appetite down. " (802) 
III. RECOMMENDATIONS FROM RELAPSE MOTHERS 
Mothers who relapsed recommended: providing an increased incentive to 
remain quit; providing stress relief alternative(s); providing support services; 
quitting with close friends and family; and reducing accessibility to cigarettes. 
Increase Incentive to Remain Quit- Many mothers felt if the incentive to 
quit was great enough, they would be able to quit and remain quit. Pregnancy, 
specifically concerns about fetal well-being, provided the incentive mothers 
needed to quit smoking. While mothers sought to prevent health risks to their 
fetus, they were not as vigilant in reducing personal health risks, instead wanting 
an outside motivating force, such as a clinician. 
"To be honest, I think the only thing that would have kept me not smoking is if I 
had still been pregnant." (621) 
"I know it's a danger to my health, but I guess I need the doctor to tell me I'm in 
more danger than I think I am." (612) 
Stress Relief Alternative(s)- Stress was the number one reason why these 
women returned to smoking. Women encountered challenges with becoming a 
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mother, finances, their relationships, their family and work. Providing acceptable 
and practical alternatives may reduce their need to use cigarettes as stress relief 
and, in doing so, prevent relapse. 
"I need to work on another way in my life to alleviate my stress." (711) 
"I would have needed to find something else to calm myself down and relax 
myself" (619) 
Provide Support Services- Support services extend from supportive 
friendships to professional counseling. Relapse mothers requested having 
someone to talk with during cravings or stressful periods, providing social outlets 
with ex-smokers, and learning effective weight management strategies. Several 
women also mentioned feelings of depression and frequent mood swings. Better 
and early identification, support and treatment of depression may prevent relapse 
in this subset of women. 
"Talk to someone instead of holding it in. If possible maybe getting counseling, if 
needed. " ( 114) 
"I have this emotional roller coaster, sometimes I feel really good and sometimes 
I feel really awfitl. Like today is one of them days ... Days like this I smoke in 
excess. " ( 616) 
"I think right now it's very linked to the depression I'm going though. " (71 0) 
A subset of women in the relapse group were also at-home mothers. 
Boredom and lack of social outlets played an important factor in their smoking 
relapse. Support groups and social functions could reduce boredom and provide 
the social outlets they need. 
"Being home with just the baby; it was kinda lonely. Hardly anybody comes by or 
comes over. " (624) 
20 
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Quit with close friends and family- Choosing to quit with a close family 
member or spouse may provide the support needed to help these mothers remain 
quit. The mother and her fellow "ex-smoker" could also support each other 
during social situations involving other smokers. 
"Probably for my husband to quit. I think that's the greatest problem I have to 
staying quit. Because when I've quit in the past there wasn't anybody living with 
me that smoked.·· (611) 
Reduce Accessibility- During periods of temptation, easy access facilitates 
relapse. These women felt that limited access to cigarettes would help women 
resist temptations to smoke. 
"Well I don't plan to ever have cigarettes around me. It's the same reason why I 
don't buy chips. " (120) 
"Staying away from other smokers [who have cigarettes}; avoid gas stations 
where you can buy cigarettes; eating only in smoke free restaurants; throwing 
away ashtrays and lighters. "(636) 
Discussion 
Approximately, one-quarter of American women smoke during 
pregnancy. 18 Smoking is one ofthe few potentially preventable factors 
associated with low birth weight, very preterm birth and perinatal death. 1 
Smoking cessation during pregnancy has improved since 1993, with a 51% 
increase from 37% to 46% between 1993 and 1999. 3 Although encouraging, 
postpartum relapse rates have remained the same, with more than half relapsing 
within 6 months after delivery3 Five relapse prevention studies failed to 
21 
= 
demonstrate a significant difference in smoking relapse at one year postpartum, 
. h . d .. d II h I d . C h . 9 11-13 16 17 Th e1t er m lVI ua y or w en poo e m a oc rane rev1ew. · · · ese 
interventions expanded current smoking cessation programs and included printed 
health information, physician advice, self-help booklets, newsletters, telephone 
counseling and/or referrals to individual counseling. While smoking cessation 
efforts have shown some success, factors specific to relapse and innovative 
relapse prevention programs need to be researched and evaluated. 10 
Our study found fetal health was the main incentive for smoking cessation 
during pregnancy. Current strategies to reduce smoking during pregnancy focus 
on the harmful effects of smoking on the fetus and mother. 10 Our study, along 
with other studies, suggest once the importance of fetal health dissipates, some 
women lose their major incentive to avoid relapse. 19-21 The Surgeon General 
recommends emphasizing the relationship between maternal smoking and poor 
health outcomes in infants and children (SIDS, respiratory infections, asthma, and 
middle ear disease) as a means to lengthen smoking cessation and prevent 
?7 
relapse.--
Factors causing womeu to cease smoking during pregnancy change as a 
woman enters the postpartmn period. 10 Postpartum mothers in our study lost fetal 
health as an incentive and were tempted by stress, weight gain, social pressure, 
and cravings. In addition to these temptations, other identified factors include: 
stressful life events (including stress of caring for a newborn), 18 having a partner 
h ?5 76 d . fr b fi d' 73 w o smokes,- ·- an weamng om reast ee mg.-
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Our study extends previous research and has important implications for future 
interventions in the following ways: 
1) There is a need for stress management alternatives in postpartum 
relapse prevention programs. 18 Strategies should incorporate the needs and 
concerns of the postpartum mother. Stresses include relationship disagreements, 
finances, being a "good mother" and adjustment of other children to the new 
child. Smoking cessation support groups have been shown to be poorly 
. 
attended. 27 Clinical advice, self-help booklets and counseling are frequently used ' 
I k. . 11-17 to counse women on smo mg cessatiOn. These media can be used to ~--
educate mothers about stresses specific to the postpartum period, provide 
i relaxation techniques, and identify support services in the conununity. Stress management is likely to be a helpful in relapse prevention programs. 
2) Mothers are also tempted when in social situations involving smokers6 ' 
24 Our study suggests ex-smokers may have a role in helping women avoid 
relapse. Many women who relapsed did not know other ex-smokers. Connecting 
women who quit during pregnancy with each other and/or other ex-smokers can 
provide socializing opportunities, accessible and sympathetic support during 
times of temptations, and role models for success. Partners who smoke have also 
been shown to undermine relapse prevention efforts25• 26 Many relapse 
prevention programs counsel mothers during clinical visits. Programs that reach 
out to spouses, particularly those who smoke, may also be beneficial to relapse 
. ffi 75 76 preventwn e orts. - · -
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3) Many women experienced "cravings," even after 6-7 months of 
abstinence during their pregnancy. Having a strong incentive, such as fetal 
health, helps many women resist cravings. 22 Replacing this incentive with other 
incentives, such as improved maternal and/or infant health, could enable women 
to resist the temptation to smoke. Self-massage, nicotine-replacement therapy and 
antidepressants may reduce cravings in some women28.30 However, NRT and 
antidepressants are not recommended during pregnancy due to possible adverse 
effects on the fetus 9 ' 29' 30 
4) Weight gain tempts many mothers to resume smoking. 18' 25 Clinicians 
should assess concerns about weight during and after pregnancy22 Reassurance 
b 
smoke postpartum may help 31 Women, who are more likely to adopt smoking as i that weight loss as a percentage of weight gain does not differ in women who 
a weight management tool, are usually more receptive to other weight control 
methods31 Suggesting other methods of weight control may deter women from 
relapsing. 
5) Return to work, as a contributing factor to postpartum relapse, was an 
interesting finding in this study. After maternity leave, many women return to 
working environments that include smokers. Smoking guidelines and restrictions 
vary between companies, with some employers requiring employees to smoke in 
"designated areas. 32 Many study participants felt they had less control of their 
smoking exposure at the workplace when compared to being at home. Returning 
to work proved to be the fatal temptation for some women. Work added stress. It 
also provided "cigarette breaks" as stress relief and socializing opportunities. 
24 
Additional research is needed to detennine the impact of returning to work on 
smoking relapse. Periodic "cigarette breaks" and other considerations for 
smokers may provide unseen benefits, such as more frequent breaks and 
socializing opportunities, to employees who smoke. In addition, early return to 
work and the increased financial burden of having a new baby may increase stress 
levels and tempt mothers to relapse. 
There has been limited success with current relapse programs. 9• 10 They 
have been effective in postponing relapse but have not decreased smoking rates at 
11~17 33 M I · d. b · one year postpartum. ' ost re apse preventwn stu 1es use a stmence, 
instead of smoking reduction, as an outcome measure. Physician's advice 
supported by individual smoking behavior change counseling during prenatal care 
with no intervention postpartum significantly reduced cigarette use by 50% in the 
intervention group (26% vs. 14%) at 1 year postpartum. There was no significant 
difference in one~ year abstinence rates in the control and intervention groups. 13 
This study suggests that relapse prevention programs may be having an impact on 
long-term cigarette use in postpartum women. Combinations of physician's 
advice, care coordination between obstetricians and pediatricians, self-help 
guides, counseling services and involvement of spouses and ex-smokers may 
improve long-term abstinence and reduction rates. 
There were some limitations of the study. While the overall sample size 
was based on data from 57 women, identified themes were recurrent and salient 
throughout the data. Additional participants are unlikely to have negated or 
changed the results. Originally, focus groups were selected for the qualitative 
25 
portion of the study but it proved impossible to reliably get small groups of these 
women together at one time for the study purpose. Face-to-face interviews were 
more successful and provided more data than originally anticipated. 
Future research is clearly needed to maximize the high cessation rates 
among pregnant women and reduce high relapse rates. For instance, more 
research on effective strategies that empower women to reduce ;---
pregnancy/postpartum specific temptations; incorporation of smoking 
spouses/friends and ex-smokers; frequency, length and intensity of interventions; 
and combinations of interventions is needed to develop effective relapse 
prevention models. Research is also needed to determine the role of 
antidepressants and nicotine replacement therapy in pregnancy-related and 
postpartum smoking cessation. The smoking habits of women can be far-
reaching, impacting the health of her children, family, friends, and co-workers. 
Pregnancy increases the number of health care visits, heightens women's 
concerns about health and is a tremendous opportunity to promote smoking 
cessation and relapse prevention. 
L 
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